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In 1794, Bayford described the post-mortem
findings of a woman with life-long dysphagia
who eventually died of starvation, caused by
oesophagealobstruction.' Atpost-mortemaright
subclavian artery was identified passing
aberrantly from a left-sided aortic arch behind
theoesophagus, causingthewoman'sdysphagia.
Dr Bayford referred to this extraordinary
dispositionoftherightsubclavianarteryas, lusus
nature or sport of nature. Since then the term
'dysphagia lusoria' has been used to refer to all
aortic root anomalies causing oesophageal
dysphagia.2Wereportacaseofdysphagialusoria
caused by a right aortic arch with a large
diverticulum (diverticulum of Kommerell3) at
the origin of an aberrant left subclavian artery.
CASE REPORT A 45 year old lady presented
with a 2 month history of fatigue, shortness of
breath, and afeeling oftightness atthe lowerend ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~...M ~~~~~~~~~~~~~~~~~~~~~~~...:-.::i.........:
Fig 1 Barium meal image showing compression of the
oesophagus by an aberrant vessel.
ofhersternumassociatedwithoccasionalepisodes
of dysphagia. Physical examination was
unremarkable. Her ECG was normal. A chest
radiographdemonstratedarightsidedaorticarch.
A subsequent barium meal demonstrated an area
of constriction in the upper third ofthe thoracic
oesophaguswithanindentationarisingposteriorly
causing compression and contrast hold up. (Fig
1). The indentation corresponded to the level of
the aortic arch and the radiological appearances
suggested this was due to an aberrant vessel.
Echocardiography was normal but subsequent
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Fig 2. AxialTi1-WeightedMRimagethroughthethorax
shows the right-sided aortic arch (open arrow)
and the aberrant left subclavian artery with the
wide mouthed diverticulum of Kommerell at its
origin (closed arrow).
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Fig 3. Coronal Ti-Weighted MR image illustrating the
diverticulum at the origin of the aberrant vessel.
cardiac catheterisation confirmed the right sided
aortic arch and also a diverticulum, at the origin
of an aberrant left subclavian artery, indenting
the oesophagus. To further define the anatomy a
magnetic resonance scan (MR) was performed
(Fig 2andFig 3)whichdemonstrates theaberrant
vessel and the diverticulum.
Surgerywasdeemedinappropriate giventhemild
symptoms and a conservative approach was
adopted.
DISCUSSION
Developmental anomalies of the aortic arch and
its major branches are relatively common
representing 3% in post mortem series,4 but they
areusually asymptomatic. Aortic arch anomalies
becomesymptomaticwhentheycompletely 'ring'
the trachea and oesophagus or when coincident
congenital heart defects occur.
Symptomatic aortic arch anomalies clinically
present in a bimodal fashion. The trachea is
compressible during infancy and these patients
therefore typically present with respiratory
symptoms: stridor, wheezing, cyanosis, or
recurrent pneumonia when solid foods are
introduced.S In adults, as the trachea is rigid, the
oesophagus is more likely to be compressed,
resulting in dysphagia.
During embryologic development theaortic arch
begins as a duplicated system. As normal
embryologic development continues, the right
arch atrophies beyond the origin of the right
common carotid and subclavian arteries. In 70%
of the population the right subclavian and right
common carotid merge to form the right
innominate artery, the first branch ofthe normal
left arch. In our patient the right arch persisted
during embryologic development, while the left
arch became vestigial between the origin of the
left common carotid and left subclavian arteries.
Thediverticulumwhichdevelopsfromavestigial
remnant ofthe distal, embryologic left arch and
gives off an aberrant left subclavian artery has
come to be known as the diverticulum of
Kommerell. A persistent right aortic arch with a
diverticulum of Kommerell and aberrant left
subclavian artery is an uncommon anomaly,
estimated to occur in 1 in 1000 individuals. To
actually see attributable symptoms associated
with this anomaly is rare, as the ring that is
formed, is generally loose.6 Importantly, 5% of
patients with this aortic root anomaly will have
an associated congenital heart defect and 2% of
patients with tetralogy of F allot will have this
aortic arch abnormality. Echocardiography in
this patient revealed no such abnormality.
Thediagnosisofdysphagialusoriacanbeelusive.
It is not uncommon for patients to undergo
repeated investigations for dysphagia that are
unrevealing.7 Incases wheredysphagialusoriais
undiagnosed, patients have commonly been
prescribed sedatives and tranquillisers for a
presumedpsychosomaticcauseoftheirdysphagia.
The upper gastrointestinal barium study is an
excellentmethodfortheevaluation ofdysphagia
lusoria, but the diagnosis can easily be missed if
the high thoracic oesophagus is not carefully
examined, andiflateral orobliqueprojections of
the oesophagus are not obtained. Endoscopy has
theadvantageofexcludingotherpotentialcauses
ofdysphagiabutithas beenreportedthat ithas a
false negative rate ofup to 50% in patients with
dysphagia lusoria.8
Both computerised tomography (CT) and MR of
the chest are helpful in evaluating the patient
with suspected dysphagia lusoria.9 MR is
particularly sensitive in the evaluation of the
mediastinal vasculature and can graphically
demonstrate aortic arch anomalies. With its
inherent advantages of multiplanar imaging and
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non ionising radiation, MR is rapidly becoming
the imaging modality first employed.
Angiography is still needed for pre-operative
assessment.
Management of dysphagia lusoria is dependent
upontheseverityofthesymptoms.10Inourpatient,
the symptoms were relatively mild and slight
dietarymodificationandexplanationofthecause
of the symptoms has been adequate. She has
undergone review at outpatients and a second
MR scan performed five years after the initial
study has shown no change in the size of the
diverticulum. In patients with increasing
dysphagiaorweightloss,surgicalcureispossible
by ligation and resection of the aberrant vessel.
CONCLUSIONS
The diagnosis of dysphagia lusoria requires a
high index of suspicion. These patients present
with symptoms of intermittent dysphagia and a
mediastinal abnormality seen on a chest
radiograph. Non invasive imaging of the chest
with either CT or MR are excellent methods for
evaluating the mediastinum for solid tumours or
vascular anomalies that can cause extrinsic
oesophageal compression. Dysphagia lusoria
caused by a persistent right embryologic aortic
arch and diverticulum of Kommerell with an
aberrant left subclavian artery may be managed
by dietary modification and follow-up when the
symptoms are mild.
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